of this mass with wide margins, and pathology subsequently demonstrated a fibrosarcomatous variant (higher grade) of dermatofibrosarcoma protuberans. The wound was initially treated with a negative pressure wound dressing while the diagnosis was being made, and while margins were assessed. Eleven days later, margins were re-excised, and 2 days later, the patient returned to the operating room for reconstruction utilizing an extended V-Y advancement flap (Figs. 2, 3 ). His postoperative course was complicated by a polymicrobial abscess (Enterobacter cloacae complex, Klebsiella oxytoca, and Staphylococcus aureus) that developed rapidly on postoperative day 2, despite our efforts to ensure a clean wound before reconstruction. This was treated with drainage, antibiotics, and 3 sessions of irrigation and debridement in the operating room on postoperative days 5, 8, and 11. The flaps were readvanced to close the wound 14 days after the initial attempt at closure. The patient was discharged from the hospital in stable condition with no flap loss (Fig. 4) . Shoulder range of motion and function was noted to be preserved at follow-up. on the back 1 and are also relatively intolerant of radiation therapy. In this region, a trapezius myocutaneous flap based on either the superficial branch of the transverse cervical artery or the dorsal scapular artery would be the first-line option for reconstruction.
DISCUSSION
1,2 The trapezius flap width of around 7 cm will allow primary closure of the donor site. 3 We felt that this flap width would be inadequate to close this oncologic defect and did not wish to consider a skin graft to close the donor site. A latissimus dorsi myocutaneous flap can potentially be utilized for upper thoracic wound reconstruction, but the superior aspect of this wound appeared to be beyond the arc of rotation. Free tissue transfer provides robust, vascularized soft tissue coverage but is limited due to a paucity of suitable recipient vessels.
The V-Y advancement flap is commonly used to reconstruct small defects, particularly on the face, where there is ample and mobile adjacent tissue. 4 The advanced tissue has many similarities including color, thickness, hair growth, and texture to the area being reconstructed, and this contributes to acceptable esthetic outcomes. Several modifications have been described in the literature to close defects where a conventional V-Y advancement flap may be insufficient. Pribaz et al 4 first described an extended V-Y flap where the flap width is designed to be larger than the defect. The design results in 1 or 2 limbs that can be hinged toward the defect to help in its closure. This technique was originally described to close face and scalp defects in areas of decreased tis- 5-7 Likewise, we have found this technique to be useful in this patient with an upper back defect where tissue mobility was relatively limited.
This technique had several advantages in this particular case. First, we felt that this method maximized recruitment of tissue. It was clear that a standard V-Y advancement flap would not have adequately closed this wound due to the relative immobility of the midline back skin. Similarly, we felt that a large keystone flap 8 may also be inadequate. A rhomboid flap would take advantage of the lateral tissue with more laxity; however, we were not confident that this technique would close the wound. We felt that our extended V-Y flap design had the highest chance of success because we were taking advantage of both tissue advancement and transposition of the extension limbs, thereby recruiting extra skin from the shoulder area. Second, we had chosen this method because of the potential to re-elevate and readvance the flap in an event of wound dehiscence or flap necrosis. The fibrosarcomatous phenotype of dermatofibrosarcoma protuberans is a more aggressive tumor with poorer clinical outcomes that warrants more aggressive treatment. 9 Our goal was to design the reconstruction so that the wound could be closed as soon as possible, even in the setting of complications so as not to delay adjuvant radiation therapy. Our patient did develop an abscess that required irrigation, debridement and negative pressure wound therapy, but we demonstrate that despite this complication, there was adequate tissue to allow for flap readvancement and closure of the wound in a timely manner.
CONCLUSIONS
Defects involving the posterior truck are typically reconstructed with either a trapezius myocutaneous flap for cervical defects or a latissimus dorsi flap for upper thoracic defects. Occasionally, when these flaps are not suitable, alternative strategies must be entertained. The extended V-Y flap is most commonly used in facial reconstruction, but this concept can be applied elsewhere. In this case, we were able to achieve closure of the wound without muscle harvest, and the large flap design allowed for readvancement to address a complication. Although we do not consider this a first-line method of reconstruction, it does represent a viable option when the more conventional myocutaneous flaps are not suitable.
